F or many people, the deinstitutionalization of psychiatric services connotes an event that took place through the late 1960s and 1970s, when many psychiatric hospitals (PHs) and inpatient beds were closed and psychiatric inpatients were discharged into the community. However, the deinstitutionalization of psychiatric services has in fact been been continuous for the past 40 years. The idea that deinstitutionalization is a completed event is related to the perception that the policy was largely borne of fiscal and legal necessity and not of logically analyzed mental health considerations. It is also related to the critics' perceptions that mental health patients were released onto the streets. What in fact occurred Objective: To empirically analyze the implementation of the policy of deinstitutionalization of psychiatric services over a 40-year period.
was rapid movement of mental health patients out of hospitals and into the community, accompanied by a slow growth of community mental health services. Deinstitutionalization appeared to be a policy of moving patients out of the mental hospitals for legal and financial reasons, and the results were felt not just in the community but also on the street.
Many researchers have critically examined the social, economic, and political factors that have contributed to the policy of psychiatric-service deinstitutionalization. Here, we assess the process of deinstitutionalization-the first crucial step in evaluating this policy. Evaluations of the outcomes of deinstitutionalization can be meaningful only when it is empirically established that the policy has been implemented.
Definition
We believe, as do many mental health workers, that deinstitutionalization must be conceptualized in broader terms. Fundamentally, deinstitutionalization comprises 3 processes: 1) the shift away from dependence on mental hospitals; 2) "transinstitutionalization," or an increase in the number of mental health beds in general hospitals (GHs); and 3) the growth of community-based outpatient services for people with mental illness. Weaving together these processes for the treatment of mental illness is what Bachrach sees as complex structural changes in the delivery of services (1, 2) and what Lewis and colleagues refer to as a "set of organizational arrangements" (3) seriously modifying the ways in which services are delivered. Bachrach (1,2), Mechanic (4) , and Mechanic and Rochefort (5) argue that the policy of deinstitutionalization has not been implemented consistently across geographical areas. Unfortunately, the policy does not articulate either the conditions under which full implementation would exist or the expected outcomes from successful implementation.
Purpose
We empirically trace the extent to which deinstitutionalization has been achieved in Canada. We address whether the process has been uniform, whether it is complete, and whether it is just transinstitutionalization that appears to be deinstitutionalization.
Method

Measures
To appreciate when and to what extent deinstitutionalization has taken place in Canada, it is important to trace the timing of changes that correspond to the 3 facets of deinstitutionalization. We considered the number of psychiatric beds, the days of care in institutions, the average length of stay in institutions, and the expenditures on community-based psychiatric services. We standardized these measures into population-based rates to enable meaningful comparisons across the provinces. A review of these indicators allows for an empirically based assessment of the extent to which the provinces have become deinstitutionalized. It is important to note that, because all data were aggregated at a provincial level, we could not calculate the specific increases or decreases in the number of psychiatric beds or rates of inpatient days of care across facilities.
Sources of Data
We used multiple sources of data. Statistics Canada published data on inpatient psychiatric bed-days and expenditures between 1960 and 1990. The Canadian Institute for Health Information provides data regarding total days of care in PHs and psychiatric units in GHs for -1995 and 1998 (P Walsh, personal communication, 2001 ). In some cases, expenditures on mental health services are published in annual reports of the provinces. In most cases, we obtained calculations of expenditures from ministry personnel according to costs for PHs, costs for psychiatric units in GHs, and costs for community-based psychiatric services. This information is not routinely calculated or made public.
Time Periods
We examined deinstitutionalization in 2 time periods: 1960 to 1980 and 1981 to 1999. Certainly, deinstitutionalization began before 1960, but reliable and valid national data are not available prior to 1960. In analyzing the process of deinstitutionalization from 1960 to 1980, we focused generally on the number of psychiatric beds closed across Canada. We subdivided the analysis of deinstitutionalization between 1981 and 1999 according to various components in the process of deinstitutionalization.
Results
Deinstitutionalization 1960 to 1980
Between 1960 and 1980, all the provinces instituted some elements of psychiatric-service deinstitutionalization, but there were tremendous regional differences in the timing and the rates of bed closures. Health and Welfare Canada estimates that the number of inpatient beds in PHs decreased from 4 beds per 1000 population in 1964 to less than 1 bed per 1000 population in 1979 (6). Table 1 Although some of the beds from PHs were reallocated to psychiatric units in GHs, 27 630 net beds were removed from the system of psychiatric services. In addition, community clinics and residential care were developed, presumably from the "savings" that occurred from closing the beds in PHs. Table 2 shows that deinstitutionalization contributed to changes in patterns of admission to PHs, with many patients with mental illness experiencing multiple and shorter admissions to PHs or psychiatric units in GHs (9-11) (P Walsh , personal communication, 2001). In most cases, the data on psychiatric service use were not calculated. We have calculated rates for each province using population estimates from Statistics Canada. In Canada, between 1985 and 1999, the process of deinstitutionalization of PHs continued. In Canada, the average length of stay decreased 5.2% for PHs between 1985-1986 and 1998-1999 (Table 2) , whereas the average length of stay decreased 25.4% for psychiatric units in GHs in the same time period (Table 3 ). The length of stay in psychiatric units in GHs increased between 1985-1996 and 1994-1995 and then began to decrease. Nova Scotia has the lowest average length of stay in PHs and psychiatric units in GHs throughout this time period, indicating deinstitutionalization. In contrast, British Columbia has the highest length of stay in both settings during this time period: the average length of stay decreased in PHs, but increased in psychiatric units in GHs, indicating transinstitutionalization. Nevertheless, most inpatient days of care clearly continued to be within PHs (Table 4) .
Deinstitutionalization 1981 to 1999
Expenditures on Psychiatric Services in Canada: 1979 to 1998
Inpatient days in PHs and psychiatric units consume the largest proportion of mental health expenditures. Part of the impetus for deinstitutionalization was the desire to decrease the costs of inpatient care and reallocate this money toward building community-based programs that could serve more people. Thus, it is important to understand the patterns of expenditures (that is, inpatient vs community-based programs) to evaluate the progress of deinstitutionalization.
Overall, the expenditures on PHs increased by $4.84 to $23.45 per capita from 1970 to 1980 (rate not adjusted for inflation); however, (12) . Population estimates are from Statistics Canada (13) and Statistics Canada Causes of Death (14) .
Analyzing the impact of expenditures on community-based psychiatric services is complex. Only Ontario publishes annual government expenditures according to inpatient psychiatric services and community-based psychiatric services (22, 23) , but Ontario does not separately categorize the expenditures for PHs and inpatient psychiatric services in GHs. In most cases, these statistics have not been calculated in a manner amenable to evaluating deinstitutionalization. Most provinces collect data according to the amount of spending on various facilities. Some ministries reorganized this information and reported it to us in a form consistent with our request (that is, by categories of facilities). In other cases, we recategorized the information. Manitoba relies on information in the Manitoba Health Annual Report (24, 25 According to the available data, the overall expenditures on psychiatric institutions are decreasing ( expenditures on psychiatric services is increasing (Table 7) . Only Saskatchewan and Nova Scotia identify minor decreases of 1% to 2%.
It is difficult to interpret the total expenditures on psychiatric services for the late 1980s, since the list of expenditures is not always included. Thus, our analysis examines only the differences in total expenditures on psychiatric services from 1994-1995 to 1998-1999. The Canadian average of total expenditures on psychiatric services decreased by 11.2% during this period. This overall statistic is affected by the notable decrease of 31% in expenditures in British Columbia. In all other provinces, total expenditures increased, except for a minor decrease of 1% in New Brunswick.
Ontario and British Columbia data provide an excellent example of why it is important to examine both total expenditures and per capita expenditures on psychiatric services. Ontario increased its expenditures on all psychiatric services by $16.09 per capita between 1994-1995 and 1998-1999, but the percentage of the total expenditures on psychiatric services spent on community-based psychiatric services only increased from 25.8% to 27.4%. In contrast, British Columbia decreased its overall level of expenditures by $63.49 per capita from 1994-1995 to 1998-1999, but most of this decrease was for psychiatric units in GHs. The communitybased percentage of total expenditures increased from 32.9% to 46.1%, even though the total community expenditures decreased by $7.11 million. British Columbia increased the proportion of its allocation for community-based psychiatric services from 32.9% to 46.1% of its total budget for psychiatric services between 1994-1995 and 1998-1999. Some of this decrease is artifact because $31 million for mental health programs was transferred to another ministry in 1997.
New Brunswick increased its proportion of community-based psychiatric services by 6.9 percentage points to 44.8% in 1998-1999. Based on estimates, Nova Scotia spent the highest proportion of its mental health expenditures on community-based services: 69.6% in 1994-1995 and 68.1% in 1998-1999. Manitoba closed a long-term PH in 1998 (25) and increased its total expenditures on community-based psychiatric services from 18.2% in 1994-1995 to 38.3% in 1998-1999.
Discussion
To evaluate the process of deinstitutionalization, it is critical to move beyond the examination of bed closures. The process of transinstitutionalization requires an analysis of days of care in psychiatric facilities and psychiatric units in GHs. Deinstitutionalization, however, requires the analysis of both increases in per capita expenditures on community-based psychiatric services and decreases in the rate of days of care in psychiatric institutions.
The evidence indicates that the policy of the deinstitutionalization of psychiatric services has been implemented over the past 40 years and that there has been tremendous regional variation in the extent and timing among the provinces. Most provinces began a process of transinstitutionalization with decreased days of care in PHs and increased The national data on psychiatric-service expenditures support decreased expenditures on psychiatric institutions and increases in per capita expenditures on community-based psychiatric services. There is tremendous variation among provinces with respect to their per capita expenditures on PHs and community-based psychiatric services. The evidence suggests that most psychiatric expenditures are usually related to the number of inpatient days. Fewer resources have been allocated to community-based services. For most provinces, these data do not support the contention that monies were removed from the psychiatric system and diverted into areas other than community-based psychiatric services. Nevertheless, these findings must be reviewed cautiously, since there is no standardized system of calculating expenditures on psychiatric services across Canada.
Saskatchewan was the first province to begin deinstitutionalization of the PHs, but by 1994-1995, Nova Scotia assumed the lead role in the deinstitutionalization of psychiatric services. Quebec and Manitoba implemented deinstitutionalization rapidly between 1994-1995 and 1998-1999. Prince Edward Island was implementing deinstitutionalization until 1990-1991, when days of care in PHs began to increase.
Conclusions
The data support the hypothesis that deinstitutionalization of psychiatric services has spanned at least 40 years for most of the provinces. Deinstitutionalization of psychiatric services is a fact in Canada. Transinstitutionalization did occur throughout the 1980s, but total days of care in PHs and psychiatric units in GHs decreased during the 1990s. This indicates that transinstitutionalization is a major component in the transition from institutionalization to deinstitutionalization. Per capita expenditures on community-based psychiatric services also increased throughout these time periods. These data support the contentions of the Clarke Institute of Psychiatry (29); of Goering, Wasylenki, and MacNaughton (30); of Health and Welfare Canada (6); and of the annual reports and policy documents of the provincial Ministries of Health (24, 25, (31) (32) (33) (34) (35) (36) (37) that identify the progress of PH deinstitutionalizing and the subsequent reallocation of resources to the community.
Ample evidence supports the contention of Bachrach (1,2), Mechanic (4) and Mechanic and Rochefort (5) that the policy of deinstitutionalization has not been implemented consistently across geographical areas. This finding has major implications for future policy implementation and for research evaluating the impact of deinstitutionalizing psychiatric services. First, if research is being conducted between regions, the stage in the process of deinstitutionalization must be considered as having a potential impact on the results. Second, these data suggest that it is possible to compare provinces that have clearly implemented the process of deinstitutionalization earlier with provinces that have implemented the policy later to determine whether there are differences in population-based outcomes, such as levels of psychological distress and access to psychiatric services. Third, it is apparent that deinstitutionalization is still occurring, even if we cannot identify the precise circumstances under which it would be completed. There is no criterion to determine when the level of community-based services is high enough and should not be expanded further. No one suggests that inpatient psychiatric services be eliminated.
